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Executive Summary 

Title: THE CHALLENGES OF BEING A SENSORY DYSFUNCTIONAL CHILD IN A 

MILITARY FAMILY 

Author: Major Timothy Tormey, United States Marine Corps 

Thesis: Military children with Sensory Processing Disorder (SPD) face greater challenges than 

non-military children contending with th!'! same disorder; the requirements military service levies 

on military families including deployments, the transient nature of the profession, and inadequate 
support system diminish the possibility of diagnosing,_ma_naging, and treating SPD in children. 

Discussion: The 2010 Quadrennial Defense Review (QDR) stated the Department of Defense 
would prioritize its allocation of time, pe.ople and money into four principle objectives. The 

fourthobjective is to "preserve and enhance the-AU-Volunteer Force." Although this objective is 

listed as the fourth and final priority, it is on par with priority objectives, such as "prevailing in 

today's wars" and "preventing and deterring conflict." The military family, particularly during 
the uncharacteristically.high operational tempo inherent in Operations Iraqi Freedom (OIF) and 

Enduring Freedom (OEF); is experiencing significant strain as recognized in the realistic and 
cand.id assessment of the QDR. The consequences of these wars on the families range from 

"increased rates of combat stress and substance abuse to even more tragic outcomes such as 
· increased levels of suicide and divorce." 

One stressor not addressed in the QDR is Sensory Processing Disorder. SPD is a 
relatively new and unexplored diagnosis, yet pilot studies and experts on the topic have 

identified that a significant percentage of the population is affected. Untreated and particularly 
unrecognized SPD creates low self-esteem and hinders social and psychological learning in 

grade school. A treatment and remedy for SPD is available; but, unlike a prescription dJug 

solution, the treatment requires a consistent environment including an engaged oecupational 
therapist and a home environment conducive to the "just right" solution. This combination 
ceases to exist or exist effectively in a demanding and transient military culture. 

Conclusion: Military children with Sensory Processing Disorder (SPD) will face greater . 

challenges than non-military children contending with the same disorder because of the 
requirements military service levies on military families including deployment, tlie transiency of 

· the profession, and inadequate support system 
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Preface 

This exploration of Sensory Processing Disorder began with the adoption of my two 

children, Martha and Michael, from Liberia, West Africa. Brother and sister, they were both 

adopted at a young age and embraced with an expectation that there would be an adjustment 

period. They were perfectly healthy and normal children who had endured ha1;dship. Their birth 

mother recognized that she could not give them all that she wished. In our home, they adjusted 

quickly but were diagnosed eady with a neurological disconnect know as Sensory Processing 

Disorder (SPD). This research aims to both provide other military families with knowledge of 

Sensory Processing Disorder and to highlight the Department of Defense's need to address and 

adequately resource the diagnosis and treatment of SPD in children of the All-Volunteer Force. 

Special thanks to the leadership and assistance of Dr. Jonathan Phillips in the research 

and presentation of this thesis. Additional thanks for the careful editing of Dr: Patrice Scanlon of 

the Leadership Skills Communication Center, Marine Corps University. 
. . 

iii 



Table of Contents 

Page 

DISCLAIMER ...................... : ................................ "' ................................................ , ........... _ ............. i. 

LIST OF TABlES .......................................................................................................................... ii 

PREFACE ........................................................... : ........................................................... : ............... iii 

Il\f-TRODUCTION ............................ _ _. ................................................................................ _ .............. 1 

SENSORY PROCESSING DISORDER PEFINED AND HISTORY .......................................... 2 

THE MILITARY TODAY ............................................................. :. ...................................... : ....... 10 

RECOGNIZING SPD (DIAGNOSiS) ........................ ; ........................................ : ................... : .... 11 

COPING WITH SPD .................................. _. ................................................................................... 16 

SPD REMEDY (TREATM~NT) .................................................................... .-.............................. 19 

CONCLUSION ...... : ................................................. · ........... : .............. · ........... : .. 21 

GLOSSARY ............................................................... ~ .......................................... : ....................... 24. 

BIBLIOGRAPHY .................................................................. : ........................................ -............... 25 

ENDNOTES· ..................................... ; ...................................................................................... :· ...... 27 

iv 



INTRODUCTION 

Military children with Sensory Processing Disorder (SPD) face greater challenges than 

non-military children contending with the same disorder because the requirements military 

service levies Oil· military families including deployments, the transiency of the profession, and 

inadequate support system, diminish the possibility of diagnosing, managing, and treating SPD 

in children. Over the last decade, the Department of Defense (DOD) has begun to emphasize the 

indispensable resource of its people, both unifortned personnel and their families. One of four 
. . . 

priorities outlined in the 2010 Quadrennial Defense Review (QDR) is to "preserve and enhance · 

the All-Volunteer Force". 

Years of wru.: have significantly stressed our military personnel and their families. Given 
the continuing need for substantial and sustained deployments in conflict zdnes, the 
Department must do all it can to take care of our people--physically and psychologically. 
For too long, the health of the All-Volunteer Force, the civilian workforce that supports 
it, and the processes by which the Department provides needed equipment and platforms 
have been underemphasized priorities. The prolong~d wartime period since 2001 has 
greatly elevated their importance, and the consequences of failure have accordingly 
become more serious. To reflect the urgency that the Department's leadership places on 
these issues, the QDRhas striven to include them as core components of our policy, 

. planning, and programming considerations.t · . 

Although this primity is listed as the fourth and final priority, it is on par with priority objectives, 

such as "prevailing in today's wars'' and "preventing and deterring conflict." The military 

family, particularly during the uncharacteristically high operational tempo !nherent in Operations 

Iraqi Freedom (OIF) and Enduring Freedom (OEF), is experiencing significant strain as 

recognized in the realistic and candid assessment of the QDR. The consequences of these wars 

·On the families range from "increased rates of combat stress and substance abuse to even more 

tragic outcomes such as increased levels of suicide and divorce."2 It is not just the warfighter the · 

QDR is addressing but.also his or her family. 
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SPD is the inability of the central nervous system to use information received through the 

senses in order to function smoothly in daily life. The disorder prevents the brain from 

organizing sensations received through the senses. 3 Pioneering occupational therapist and 

neuroscientist, Dr. A. Jean Ayers, first recognized SPD (previously k:nowri as sensory integration 

dysfunction) in the 1950s. Today, the disorder is relatively unknown by parents and medical 

professionals alike. 

The nexus of military life and children who struggle with SPD requires further study and 
. . 

research. An unbiased but realistic approach acknowledges the impact of one upon the other and 

seeks to grasp the potential effects of their confluence. Mary Wertsch, a journalist and daughter 

·Of a career ~ilitary father, proposes, "If someone were asked to design an environment that 

would be as tough as possible on family systems, it would probably look a lot like the military."4 

Additive conditions, such as SPD, to the already unique dynamic of military life may prove 

exponentially demanding or possibly altogether irieompatible. 
. . . . 

Meshing the innate challenges of SPD diagnosis and treatment with the demanding and 

stringent military way of life first requires an in-depth unde~standi11g of SPD. Definitions, 

history, causes, relationship to other abnormalities, the at-risk population, and the latest research 

(including a proposed nosology) must be clearly articulated. After presenting the background 

information on SPD, a recent report highlights the unique challenges and demographics 

particular to military families a11:d then superimposes them upon SPD prevalence. Post diagnosis, 

SPD requires a family to cope with its effect~. These effects are addressed in relation.to unique 

realities inherent in the military way of life. Lastly, successful treatment of SPD is assessed 

against those who adm~nister the treatment, time as a finite resource, and the likelihood treatment. 

is covered by insurance companies. 
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SPD Background and History 

Sensory integration disorders have only begun to be defined during the past 35 years, but 

recent studies have shown significant percentages of the population to be affected: In 2000, one 

study examined rates of sensory processing disorders using survey data. Based on parents' 

perceptions, 5.3% of the kindergarten enrollment from one U.S. public school distlict met 

screening criteria for sensory processing disorders. Had the percentage of parents who neglected 

to tum in the survey not been included in the "negative" responses, a jump to 13.7% might be 

more reflective of the prevalence of SPD in children. Applying the conservative rate of 5.3% to 

the total number of kindergarten children in the United States, over 220,000 may have sensory 

processing disorders (based on U.S. Census Bureaudata from Census 2000). If the rate were 

extended to all individuals, nearly 15 million individuals in the United States could experience 

sensory processing disorders.5 

As early as 1979, Dr. Ayres estimated that fiveto ten percent of children in the United 

States have sensory processing issues sigr;.ificant enough to necessitate intervention. 6 Carol . . 

Kranowitz, a school teacher and recogr;.ized expert ori SPD, proposes a less scientific but perhaps 

more authoritative analysis. She guesstimates that the numbers are higher-more like 10 percent 

to 15 percent.7 A recent study conducted in 2009 of a representative sample of elementary 

school-aged children revealed findings that sensory over-responsivity (SOR), a sub-category of 

SPD, was pr~valent in 16.5% of7-11 years old children.8 

Among children, prevalence estimates of Sensory Processing Disorders based on clinical 

· experience have ranged from 5% to 10% for children without other disabilities. Estimated rates 

of sensory· processing disorders for children with other disabilities have been derived from 

reliable and valid survey results and are reported to be as high as 40-88%.9 Though tb.e statistics 
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presented are pitted against the U.S. population writ large, application of this percentage to the 

number of children in military families, the potential number of those affected by Sensory 

Processing Disorder is over 100,000 .. Using a less conservative but no less accm:ate percent.age 

of 15, the statistic nearly triples. These numbers are significant such that not only is more 

research on SPD required but additional research is needed on the effect of SPD on a population 

where the stressful lifestyle inhibits the time or the environment to diagnose SPD .. 

SPD and the Neurological Continuum 

All neurological disabilities fall on a continuum. The Sensory Integration Continuum by 

nutritionist Kelly Dorfman (see Figure 1) depicts mild sensory integration troubles near the 

"normal" end and severe sensory processing issues· on the opposite end. A regulatory disorder 

such as trouble falling asleep, staying asleep, or waking up may be indicative of mild sensory 

disintegration. On the severe end of the scale is autism where difficulties with learning, 

A~petger 
· ·pp)I) Syndrrim~. 

Figure 1 

A. :.,.,-.~•.'.eo:m· .: fi~y,JkJJg; ; " : 

Source: The Out-of-Sync Child: Recognizing and Coping with Sensory Processing Disorder 

by Carol Stock Kranowitz. 
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communication, and relationships are acute and enduring. Between the two extremes is where 

diagnoses such as ADHD, Asperger syndrome, and other pervasive developmental delays (PDD) 
. I 

fall. 10 SPD can and often does accompany the disorders, syndromes and environmental 

conditions on the continuum. However, it is rare that SPD is included in the diagnosis of these 

disorders thereby eliminating the positive effect treatment can have on normalizing sensory 

processing. 

Definitions 

Sensory Integration (SI), sometimes called sensory processing, refers to the way the 

nervous system receives messages from the senses and turns them into appropriate motor and · 

behavioral responses. SI is an unconscious process of the brain which organizes information 

using the sense of taste, sight, hearing, touch, smell, movement, gravity and position. After 

sifting through the infmmation, a properly integrating brain then gives meaning to what is 

experienced and permits a response that is purposeful (kn,own as an adaptive response). Dr.­

Ayres postulates that SI forms the foundation for academic learning ~nd social behavior. 1 1 

In describing the development of the brain, Dt. Ayres utilized a building block approach 

called the "Four Levels of Sensory Integration" (see Figure 2). 12 Each new level is supported by 

the building blocks from the previous level. During sensory integration, the child is concerned 

mainly with the sensations and moving his body inrelation to those sensations. The movement, 

an almost completely muscular, or motor, process is vi1tually complete by age seven. As the 

developmental process evolves, th~ child is building a sense of self. With th~ groundwork in 

place, the child will more easily learn the mental and social skills required later. 13 
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When SI does not function properly, it is called Sensory Processing Disorder (SPD). 

SPD is a condition that exis'ts when sensory signals are not organized into appropriate responses. 

Dr. Ayres compares the malfunction to a neurological traffic jam where some of the sensory 
. ' . . 

information gets "tied up in traffic" and certain parts of the brain are deprived of the critical · 

input that gives the individual good, precise information about the world. 14 Thus, a person with 

.' .. , 

A Variation of Dr. A}tres's "Four Levels of Sensory Integration" 
. '. . . . ' ' 

~¢fA'YW::::'ll. 
tb,filutl8~ti&l!,Y 

~~~ti"'UK' 
Md~PJ_SJrl~ 

; :''.'. "~~·.~ ::-';' --:--' ::: 

Figure 2 

""" .......... 
Uiedl:cdJ$1tul<!!~~ 
,Uu.:!P;of~. 
~ltwi .. 

Source: The Out-of-Sync Child: Recognizing and Coping with Sensory Processing 
Disorder by Carol Stock Kranowitz. 

SPD finds it difficult to process and act upon information received through the senses~ Everyday 

tasks that have become second nature to the normal brain are constant and regular challenges to 

the unreceptive brain. Some of the manifestations of the disorder include motor clumsiness, 

behavioral problems, excessive fearlessness, insufficient femiulness, anxiety, depression, and 

academic learning deficiencies. 15 
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Initially, SPD may seem obscure and irrelevant because itis unfamiliar. It is not yet 

substantively incorporated into most health disciplines' curricula orpractice. 16 The relatively 

recent recognition and naming of SPD as a discipline-within the last 35 years-should not 

dissuade its validity. Recent studies, however, have concluded significant percentages of the 

child population possess some form of sensory dysfunction. 

Causes of SPD 

What causes Sensory Processing Disorder is an unanswered question for every parent of 

a child with SPD. Many worry they did or failed to do something that caused their child's 

sensory issues. Some preliminary research suggests that SPD is often inherited. Other potential 

contributing factors include prenatal and birth complicatiof.ls. Dr. Lucy Miller, one of the 

leading experts on SPD, asserts, "As with any developmental and/or behavioral disorder,. the 

·causes of SPD are likely to be the result of factors that are both genetic and environmental. Only 

with more research will it be possible to identify the role of each." 17 Yet, Dr. Sharon Heller, a 

psychologist diagnosed with sensory defensiveness (a subtype of SPD), espouses an alternate 

and broader causation. She suggests, "Any trauma that disrupts the nervous system at any age 

can generate sensory defensiveness." Her more exh~ustive list includes prenatal abus.e from 

drugs, illness, and maternal stress; birth complications, such as asphyxia, post-birth trauma, or 

prematurity; head trauma; physical, sexual, or psychological abuse; chemical abuse; or post­

traumatic stress disorder. 18 Though causal factors of SPD are importm1t to overall understanding 

of the disorder, today the focus of education, research, and advocacy is centered around the· 

family struggling to diagnose and cope with a child exhibiting symptoms now. 

Although SPD can exist in isolation, it is often comorbid with other disorders such· as 

autism or Attention-Deficit/Hyperactivity Disorder (ADHD). 19 Sometimes the two overlap or 
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.· 
they can be two distinct conditions. Distinguishing between the two is critical because ADHD 

incurs a standard treatment of behavior management including psychostimulants, while SPD is 

treated through therapy focused on sensory integration and a sensory diet of meaningful 

activities tailored to each individual. A sensory diet could be as simple as listening to music to 

improve the sense of hearing or might include slow rocking to stimulate the vestibular system 

and improve inner ear sensations. SPD symptoms vary from child to child.2° Comorbidity and. 

variation in symptoms make SPD diagnosis especially challenging. 

Frustrating and sometimes preventing efforts by parents, medical professionals, 

·researchers, and advocates of SPD to diagnose and treat th~s disorder is a differing lexicon 

throughout relevant literature. For example, Sensory Over-Responsivity, a subtype ofSPD, is 

synonymous with at least five other terms including hypersensitivity, hyperresponsiveness, 

h~peractivity, oversensitivity, and sensory defensiveness. 21 Another example includes the earlier 

definition for "sensory integration," which is the clinical term. In the neuroscience field, sensory 

integration refers to information in the brain where one or more sensory inputs converge. Such 

' . . ' 

ambiguity in terminology provides fertile ground for misdiagnosis and the more dangerous threat 

for improper treatment. 

Neurological functions are still developing in young children up, to eight or nine years of 

age. Because the-brain is most receptive to charige while it is developing, therapeutic 

intervention as early as possible increases the likelihood that con·ecting poor sensory integration 

can be successful.22 Dr. Ayres' study focused on children for two primary reasons. First, she 

observed that SPD deprives children of the sensory information and experience they need in 

order.to learn and develop normally. Second, identifying SPD needs early in a child's life 

provides the best chance ofretraining a still deveioping brain. Since Ayres' initial discoveries, 
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the medical and scientific fields have focused their research on and testing for SPD primarily on 

children. 23 

Integration of Sensory Inputs 

The senses nomially function to receive external and internal stimuli. Usually several 

senses integrate to alert individuals to the world around them. The five extemal senses include 

· tactile; olfactory, gustatory, auditory and visual and can be. consciously controlled. Three less 

familiar intemal senses include the vestibular. (inner ear), proprioceptive (muscles, joints) and 

interoceptive (internal organs) senses, all processed semiconsciously in the brain. Touch is the 

largest sensory system and when combined with the vestibular and proprioceptive senses forms 

the first and most important level of sens~ry integration (see Figure 3)?4 In the second level, the 

same senses form the basis but are further developed in order to successfully organize and 

execute a task unconsciously. Not until the third sta~e do auditory and visual cues reaffirm the 

realities in levels one and two. The auditory serise enables the child to speak and understand 

language, while the visual sense permits hand-eye coordination. At the fourth ·level, all the .. 

earlier sensory processes culminate in the ability to organize and concentrate., vital components 

of academic learning that should be well developed by the time the child enters school. Dr. 

Ayres concludes that the result of good neurological integration is "self-esteem, self-control, and 

self-confidence from feeling the body as a competent sensorimotor being."25 
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Taxonomy for Identification of SPD 

In an attempt to quantify the unlimited pattems of unusual behavior, Dr. Miller distills 

SPD into three classic symptom clusters that ma:y occur independently or in combination with 

one another and can vary from mild to severe. The first she labels as Sensory Modulation 

Disorder (SMD), a difficulty with turning sensory messages into controlled behaviors that match 

the nature and intensity of the sensory information. Sensory Under-Responsivity, a subtype of 

SMD manifests itself in the following example: A child grasps a lit light bu~b and because he ' 

requij:es a more intense or longer-lasting input, fails to remove his hand until second-degree 

burns develop. At the opposite end of the spectrum, the Sensory Over-Responsive child might 

liilliDB!:i f:ND PRODUCTS 

' long~og!! 

v~.stih\ll~r((lra•lty •• ···:·······-----·- ·······-·--······ • • ........... . 

t..,;,!ory{hoor~g! ••-···--····••••••••·••••••··~······-·J·'l/!".",;'~ ...... . 

Md /110111/m<li\U "'"' l!IG\'&me.nb obil;l.~ ~~ eo~cco,..lt!l\o 

molh01'11lTool 
~nd 

body poro~pf 

p~rpoikllul 
~!l'oii~nal dgbi!ity o~IMI)o 

Vifi(KII {ii!eing). ;;."""'""'""'·'""- ... ""'-"'~--- .. ----... ,.. ................ - .............................. ..,..,_,., .................. ,.. 

Figure 3 

~codomlc lo"rntng~bility 

c~paGiiyl<~< 
ob1lro.d thrnJght 
onrl to.OIOO!ng 

IPOI<ioli~!lon ~r 
aqch $lde Qr !he body 
.aDd l~o br~io 

Source: Sensory Integration an~ the Child: Understanding Hidden Sensory Challenges . 
By Anna Jean Ayres. 

10 



be uncomfortable just sitting next to a lamp emanating heat. The second cluster, Sensory-Based 

Motor Disorder (SBMD), is a problem stabilizing, moving, or planning a series of movements in 

response to sensory demands. The last cluster, Sensory Discrimination Disorder (SDD), is a 

problem sensing similarities and differences between sensations. Subo.rdinate to each of these 

major patterns are subtypes (see Figure 4).26 

Sensory Processing Disorder (SPO) 

sensory M odul'ation 
Disorder (SMD) 

sensory-:Based MOtor . sensory Dfscdminatlon 
Disorder (SBMD) Disorder (SOD) 

I I I I ,1 

SOR SUR SS . Dyspraxia Postural Disorder 
Vision 
Hearing 
Touch 
Taste/Smell 

SOR =Sensory Over ... Responsivity Position/Movement 
SUR = Sensory Under~Responsivity 

SS = Sensory Seeking I Craving 

Figure 4 
Source: Sensational Kids:. Hope and Help for Children with Sensory Processing Disdrder 
(SPD) by Lucy Jane Miller.· · 

Dr. Miller insists that everyone experiences sensory problems occasiomilly and some 

regularly. However, it does not mean everyone has SPD. Rather, the disorder has to affect the 

individual's everyday life. In a recent journal public~tion, Dr. Miller proposed that a diagnosis 

of SPD be made if, and only if, the sensory processing difficulties impair daily routines or 

roles?7 

THE MILITARY TODAY 

Defining the distinct ·challenges military families combat is not new but intensified by the 

cun-ent wars. In M~y 20 10', the President of the United States, Barack Obama, directed the 

National Security Staff (NSS) to develop a government-wide approach to supporting military 
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families. The findings acknowledged America has placed considerable, sustained demands on its 

troops and their families and emphasized the need to address the family, home, and community 

challenges confronting the All-Volunteer Force. The general dempgraphics from the report 

highlight the i~ensity of these challenges. More than 2.2 million men and women comprise 

America's military. Fifty-five percent of the force is maiTied, and 43 percent have children. The 

43 percent who have children equates to 1.9 million military dependent children. Of the 153,669 

single parents serving in the military, just under half are active duty. There are 40,000 active 

duty dual-military (both mom and dad are serving concurrently) families. 28
•
29 

Since September 11, 2001, more than two million troops have deployed to Iraq and 

Afghanistan. Of the 1.9 million children with a parent in the military, more than 700,000 of 

those children had one or more parent deploy. 30 A government-wideand perhaps more 

importantly a community-wide assistance effort is. needed to provide an adequate support system 

and resources for the families remaining behind. 

RECOGNIZING S~D31 

Many parents, educators, doctors, and mental health professionals have difficulty 

recognizing symptoms of SPD. "When doctors do not recognize the problem, they may mistake 

a child's poor behavior, low self-esteem, or reluctance to participate .in ordinary childhood 

experiences for hyperactivity, learning disabilities, or·emotional problems," states Kranowitz.32
. 

Only after these individuals have been educated about SPD can they understand thatfrustrating . 

behavior is the result of an inadequately functioning nervous system, There are many look-alike 

symptoms that make distinguishing SPD from other disabilities a challenge. Kranowitz suggests 

one method to differentiate between SPD and other disabilities: "The red flags are a child's 
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unusual responses to touching and being touched or to moving and being moved,". She contends 

that low self-esteem is one of the most discerning symptoms of SPD. 33 As a child with SPD · 

matures, he or she recognizes ordinary tasks are often beyond his or her ability and may stop 

trying. 

As recent as June 2008, Dr. Mary W. Byrne, a Certified Pediatric Nurse Practitioner 

(CPNP), contends that nurse practitioners (NP) are in a unique position to test proposed SPD 

subtypes. NPs can contribute precise clinical descriptions of children who adhere to, as well as 

deviate from the criteria: for SMD, SDD, and SBMD (see Figure 4). She does not purport that 

NPs are the only health professionals so positioned but that the absence of SPD from the NP 

curricula represents lost opportunities in diagnosis, treatment, education and research. Primary 

care providers, including family and pediatric nurse practitioners, are often the firstto see 

children who exhibit the confusing and sometimes overlapping sympt;oms associated with SPD." 

NPs are only one subset in the list of medical professionals who are uninformed and certainly 

uneducated in the behavior associated with SPD diagnosis.34 

Military medicine is no exception to this tragedy. Most civilian CPNPs are unaware and 

in military medicine, they are practically non~existent. In 2009, there were only 53 active duty 

Ce1tified Pediatric Nurse Practioners in all of military medicine. Of the 116,000 active duty 

. . . ' . . 

medical personnel, only 437 (0.38%) of that medical force is dedicated to Occupational Therapy,· 

the primary treatment for SPD. 35 

Sensory problems persist into adulthood, with related social and emotional difficulties. 

Since sensory processing disorders are neurological disorders, it would be reasonable to believe 

that adults who possess sensory integration issues as a child and never receive therapy will still 

struggle with the same challenges. Maturing into an adult does not cure their inability to control 
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their body or behave in a meaningful, consistent way. Instead, adults will develop strategies to 

compensate for their symptoms. For example, a postural disorder.results in a lack of 

coordination and poor depth perception. The result is physical clumsiness an~ leads one to avoid 

sports and physical activity and instead seek isolation and anti-social alternatives. Such extreme 

lifestyle modifications ultimately deprive a child quality oflife. Without treatment, SPD will 

rerr:ain a lifelong problem. Kranowitz contends that "The c;:hild will not grow out of s.ensory 

Processing Oisorder, but will grow into it."36 

Dr. Gregory H. Gorman, in a study of military children ages three to eight, identifies an 

.11 percent decrease in overa11 health care visits when a parent is deployed.37 A secmid study of 

military children two years and younger concludes that children of young, single, military 

parents are seen less frequently for acute and well-child care when their parent is deployed.38 Of 

note, the findings in these two studies included children of all military branches~not just the 

Army and Marine families whose recent cumulative deployment time dwarfs the remaining 

service components-and suggest decreased visit rates could be even higher. If children in 

military families, both married and single parent families, are being seen less due to wartime 

deployments and masked behavioral disorders similar to SPD are unfamiliar to health 

professionals,. the likelihood of early intervention remains elusive. 

Incontrast to an overall decrease in health care visits, Dr. Gorman's study does note an 

11 percent increase in outpatient visits for mental and behavioral health complaints in children 

separated from a manied parent on wartime deployment. The number one diagnosis (30.1 %) 

was for attention-deficit disorder (ADD). Adjustment disorders (14.6%), autistic disorders 

(12.1 %), and speech and language disorders (11.0%) were the next most frequent diagnoses. 

Since delayed language development is an early indicator of poor sensory integration and since 
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ADD and autism are already on the sensory integration continuum, then the cumulative diagnosis. 

accounts for only more than half of all accounts. Therefore, although mental and behavioral 

roots may in fact be true diagnoses of this disorder, it is more likely that many are suffering from · 

umecognized sensory integration issues than those individuals identified in Dr. Gorman's 

studies. 39
· 
40 

Ultimately, the person in the best position to know when a child has a sensory problem is 

. . . 
the parent, and the relentless and expedient pursuit of an accurate diagnosis should be every 

parent's objective. Diagnosing SPD is an inherently subjective-not objective-process and the 

parent is usually best poised to observe the behaviors of his or her own child .. A parent should 

not let a health care provider unfamiliar with SPD dismiss, misinterp!et, or overlook his or her 

observations. "Until Sensory Processing Disorder is more widely recognized and accepted in the 

medical and educational cornm~ities, parents will continue to be the child's best-and perhaps 

only-advocate, and you must persevere," urges Dr. Miller.41 

The situation is compounded when one or both parents deploy. In a military family 

. where only one parent is present to assess abnormal conditions or the regular company of an 

observant and supportive family network is absent, the chances of detecting the right disorder 

diminishes. For some parents, the pull of family and friends is so strong that during deployments 

30% to 50% of families temporarily return to their hometowns to avail themselves of the support 

of mom and dad, siblings, and dose friends.42 For other s~rvice members, family and friend 

support networks may not exist at home or elsewhere. 

The statistics on military families presented in this paper promote an acute awareness of 

the stressors they routinely confront. Overlaying these statistics on the prevalence percentages of 

SPD in a population suggest a large number of affected children. Thus, the difficulty, if not the 
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improbability, of recognizing SPD in children becomes obvious. If SPD is recognized, the 

subsequent challenge becomes successfully coping with the,varied subsets of the disorder. 

COPING WITH SPD 

· Military families must cope with the extraordinary pressures of a ve'ry stringent and 

· . demanding way of life: an authoritarian system with a lack of autonomy and intrusive style; 

financial stress; multiple tours of duty that take father, mother, or both away from the family for 

months at a time; frequent relocations; inaccessibility of a former supportive network of relatives 

and friends; and the pervasive possibility of injur)' or death.43 Yet, military parents employ 

exhaustive efforts to mitigate these pressures. Their child's health and education rank high on the 

priority scale ]?ut the additional SPD barrier jeopardizes thenecessary foundation for academic 

learning and social behavior. 

Sensory Over-Responsivity, a subtype of Sensory Modulating Disorder, is the term for 

sensory input that irihibits the child's ability to cope. Loud nqises, crowded settings, and simple 

changes to everyday routine overwhelm the <;>ver-responsive c~ild. As Dr. Miller asserts, "Most 

children with ~ver-responsivity are enormously challenged by transitions."44 Transitions can 

vary from moving to a foreign country to simply changing the sheets; both have a significant and 

similar impact on an over-responsive child. Children with this disorder avoid change and when 

it cannot be stopped, a fight, flight, or freeze response consumes them. This is the case for 

children even in their familiar and "normal" environment. Changing homes, friends, and schools 

are the big changes and eradicate all sense of normalcy. Yet, even little changes such as a new 

bedroom, tile instead of carpet, or the whirring of an air .conditioner versus. a fan create the same 

angst for these children as do the big .changes. Thus, considering families of military mem_bers 
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may experience these life changes three, four or maybe ten times in a typical20-year career,. the 

~1ormal resilience ascribed to military families is not attainable for a sensory challenged child. If 

left untreated, children with over-responsivity will develop unhealthy coping mechanisms that 

continue into adulthood .. 

Most parents want their children to excel in life, particularly in their education. Military 

parents are no exception, citing the quality of their children's education as one of the most 

important criteria when selecting a place to live.45 A recent survey found 34 percent of these 

parents are "iess or not confident" that their children's school is responsive to the unique aspects 

of military life.46 Schools umesponsive to military life may also be umespon;ive or even unable 

to support a sensory dysfunctional child. A child with SPD needs an educational system that 

understands his or her needs and reacts with the pre-requisite knowledge that children with SPD 

who misbehave do so because they have a neurological disorder and they cmmot help it. 

Combat injuries and reintegration (the reunification and adjustment period after 

deployment where the service member is integrated back into the family) are two additional 

stressors facing military families. Injuries range from Post Traumatic Stress Disorder (PTSD) 

occurr-ing in 9% of returning warriors to traumatic brain injury (TBI) experienced by mpre than 

19% of combat veterans.47 Given the severity of dad's injury, dad's treatment is likely to take · 

precedence over a child's. Regarding reintegration, a 2005 survey indicated three of .four 

families believe the most stressful part of a de.ployment is the first three months after a service 

member returns home. 48 

Parental deployment is life-changing enough to a sensory under-responsive child, but the 

deployed parent's return three to fifteen months later is another drastic change. Another 
. " . 

deployment may occur in as few as twelve months or orders to relocate earlier than the normal 
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three-year rotation may be issued to the military parent. Constant, dramatic change is the reality 

for military families, which is in direct contrast to the consistency the disordered child craves. 

Frequent relocation increases the .stress and tests the resolve of all military famqies. 

Military families moved an average of three times in the past five years. In comparison, the US 

population moves on average once every five years.49 Additional moves become increasingly 

disruptive and difficult, especially as children mature into the adolescent and teenage years.· The 

uncertainties associated with every move are pervasive and exhausting. The answers to 

important questions may consume the mind of a sensory dysfunctional child. Questions may 

include: Where will we live? .What school will I go to? .. Will the other kids accept me? Will the 

basketball team be as good as the one I am on now? Who will be my new occupational 

therapist? Is my therapist going to be as fun as the one I have now? Parents need to understand 

the importance ascribed to these questions and spend the time arid effort required to establish an 

environment that lessens the effect of SPD on their child's da,ily routine. 

The la,st question is one of the most important because when the child experiences 

· challenges and is able to respond effectively, he has fun. Fun then becomes the child's word for 

sensory integration. 5° Integrating his senses is something that he craves. He wants to 

accomplish new feats so he can attempt the next, often more difficult, challenge. He crumot be 

forced there through the innate disruptions of multiple t:ransitions but ir).stead needs the 

incremental building block approach where he determines when he has mastered the previous 

: steps, 

r The child V{hose brain does not organize sensations well is also apt to have trouble 

making friends and keeping them. Many children with poor sensory integration feel helpless and 

anxious in school. Compounding a sensory challenged child's ability to make friends is the 
I 
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_requirement to do it over and over, .which supports the adage that "practice makes perfect" but is 

contrary to a sensory challenged child because the problem occurs in brain processes that are 

below his level of consciousness and control. Insisting that he control his behavior and get along 

with his classmates and teachers is useless; and, in fact, adults often make the child's problem 

worse by making demands he cannot handle. 51 Making demands and expecting adherence is the 

hallmark of an authoritarian system, which is likely to be exercised in the home of a military 

parent. 

SPD RE:MEDY. (TREAT:MENT) 

Treatment for SPD is numerous and varied: Today, however, the primary treatment most 

successfully employed is occupational therapy. Occupational therapy with, a sensory integration 

approach (OT/Sl) is designed to guide children who have trouble processing sens·ory 

information. A therapist is guided by a set of principles that·are designed to elicit an adaptive 

Taib],e 1l.~ Key P:d:ndples of du!· S.i!'nsory Integ.r:ati Vl:! Approach· 

The Ad<1p!tiivc 
lZt:SfN::II!JS'e 

Chlld D:i:recred 

The thcapis.t creates prra}'.fiilacti.viti;es vtith :a;chie:o,':lbl'e chalk~nges; the 
aciti•-icie.s in.ca.tporate ;; .ch:lH:c:n:ge bl!lt d1le chclrl is al.•N·o:~.,; s:t.Kce.ss.ful. 

lr~ 1".espo:me: to tbc Jwt Riglit: Chall,eug.e; th-e chmU a(bp~ their 
bdbav:iiOr '171-ith. \!lie'\\• aad meful sm~-c:gjc:s, clnus liu:t:b.eri.JJg 
devdqpment 

The ther<Jrpi3-t's. :u:tfcl crontiimJJ af ch:il!engiing, yet pl:a.yfu~ ~ensory­
nci;J. CU'\!irCJUIIUCUit:S CUtl1l;•c the. child: to particips.t.e f.'l.C'tl 1ild~r in: phy; 
tb.c rueth.ods of play mcorpoirare ne.w a:nd. advltm::cd :abaliti(."3- that 
mcre:~Se: the ch.ild~s :repertnixc of skil~ and pmcess~ng. 

Tbe !!:henpist .com:tnutly ah:>en•es the d:rild':s beba ... ~.or and reads their 
bel:!awirrnrnl CIIBCS; thlllls fbftlmv:ing the child's ~earl o:r :siiJgg;=~tions. · 
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.:Icti'iitit.'t:i. 

Figure 5 . 
Source: "Occupational Therapy Using a Sensory Integrative Approach for Children with 
Developmental Disabilities." by Reseann C. Shaaf and Lucy Jane Miller. 
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response in the child( see Fig~re 5). 52 The ."Just Right Challenge" is an operational therapy 

principle in. which the child is intrigued by creative and playful activities and the therapist cues 

off the child's lead to continue stimulation of more than one sensory system simultaneously.· The 

result of each activity should find the child nearly always successful in the activity.· These 

principles can and are intended to be reinforced at home. As in the diagnosis of SPD, parents are 

key contributors to its successful treatment. 

A commitment to professional occupational therapy, building a home environment that 

provides challenges similar to therapy, and parental expertise in treating SPD require vast 

investments of time. Although unquestionably worthwhile investments, time is one luxury not 

·afforded to children with SPD. As stated earlier, the brain is still developing until eight or nine 

years of age, and the window of opportunity to implement an effective "sensory diet" is alfeady 

limited. It is further reduced by time consuming requirements such as relocation and 

deployment. From selling the old house to unpacking at the new one, relocation devours the 

attention and resources of many families. Additionally, deployment obliges the remaining parent 

to assume.both shares of the once distributed responsibilities and often robs the SPD child of an 

essential "sensory diet". 

· How much therapy is enough for a child with a mild case of Sensory Over-Responsivity? 

Is more therapy required or even sufficient for the child who has an extreme case of Sensory 

Under-Responsivity with Postural Disorder, known as a combination disorder? The remedy, like 

the diagnosis, is also subjective. At some point, properly integrated senses permit a purposeful 

response and the foundation for academic learning and social behavior miiTors that of a normal 

child. That point is discerned only by an involved and integrated parent-therapist team. Only 
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when the sensory problems cease to impair the daily routine has the requisite amount of cure 

been administered. 

Another potential inhibitor for providing treatment to a child diagnosed with SPD is an 

insurance company that refuses coverage for occupational therapy. Because SPD and its various 

subtypes have not yet been officially recognized and included in the Diagnostic and Statistical 

Manual, many insurance companies have elected not to cover sensory integration therapy. 

Although some progress has been made for including SPD into three diagnostic classification 

references (the Diagnostic Classification of Mental Health and Developmental Disorders of 

Infancy and Early Childhood, Revised, the Diagnostic Manual for Infancy and Early Childhood, 

and the Psychodynamic Diagnostic Manual), coverage is limited. Fortunately, TRICARE, the 

military insurance provider, does afford coverage for Sensory Processing Disorder. 

CONCLUSION 

Sensory integration disorders are not currently included in the DSMIV standard 

terminology.53
·
54 Leading experts and staunch advocates in support of diagnostic recognition of· 

SPD have and continue to lobby exhaustively for its inclusion in the updated DSM V, set for 

release in 2013. As of this writing, SPD wi.ll not be included as a separate diagnosis in the 

DSM V.55 

In upholding its commitment to preserve and enhance the all-volunteer force, the DOD 

has implemented useful and timely policies and programs to strengthen families but needs to 

continue to address key issues facing military families, particularly families of children with 

SPD. In·January 2011, President Barack Obama acknowledged a need for a coordinated 

government-wide approach and pledged to provide the resources to meet an emerging list of 
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needs. His first priority pledges to enhance the well-being and psychological health of the 

military family. The means to achieve these ends starts by increasing behavioral health care 

. services through prevention-based alternatives and integrating community-based services. 56 This 

promise, when combined with an increased awareness by both the civilian arid military 

communities of the prevalence of sensory integration challenges, may serve to help military 

families diagnose, manage, and remedy SPD. Until then, military children with Sensory 

Processing Disorder (SPD) will face greater challenges than non-military children contending 

with the same disorder because of the requirements military service levies on military families 

including deployment, the transiency of the profession, and inadequate support system. 

Additive conditions, such as SPD, to the already unique dynamic of military life are not 

merely linearly but exponentially challenging .. However, military families coping with SPD in a 

child is not impossible. Armed with an understanding of and preparation for the preceding 

hurdles· can help military families tackle SPD with knowledge and optimism. Efforts within 

. military circles, as well as the civilian community, must be renewed and sustained if the 

preservation and enhancement of the All-Volunteer Force is to become a reality. Further study 

of SPD and its effects on undiagnosed or untreated active duty military adults would also help 

increase awareness of SPD as a common disability and also further the preservation and 

enhancement of the All-Volunteer Force. 
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Glossary 

ADD-Attention-Deficit Disorder 

ADHD-Attention-Deficit/Hyperactivity Disorder 

CPNP-Certified Pediatric Nurse Practioner 

DSM IV/V-Diagnostic and Statistic.aJ·Manual IV IV 

FRO-Family Readiness Officer 

LD-Learning Disability 

NP-Nurse Practitioner 

OEF-Operation Enc;luring Freedom 

OIF--'--Operation Iraqi Freedom 

OT/SI-Occupation Therapy with a Sensory Integration approach 

PDD-Pervasive Developmental Delay 

PTSD-Post Traumatic Stress Disorder 

QDR-Quadrennial Defense Review 

SBMD-Sensory-Based Motor Disorder 

SDD-Sensory Discrimination Disordei· 

SI-Sensory Integration 

s:MD-Sensory Modulation Disorder 

· SOR-Sensory-Over-Responsivity 

SPD-Sensory Processing Disorder 

SUR-Sensory-Under-Responsivity 

TEl-Traumatic Brain-Injury 
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